The coalition literature recognizes context (geography, demographics and history) as a variable of interest, yet few coalition evaluation studies have focused on it. This study explores the association between geographic context and structures (e
Introduction
Partnering among community organizations, public health agencies and universities has become a common way to develop and implement public health initiatives. Over the last two decades, governmental organizations and foundations have funded multiyear coalitions to systematically assess, plan and act to ameliorate public health problems in communities. These initiatives have been organized by health issue (e.g. Center for Disease Control and Prevention Community Coalition Partnership Program or the Robert Wood Johnson Foundation Allies Against Asthma) or by community-identified health priority areas (e.g. W.K. Kellogg Foundation Community-Based Public Health Initiative). Each initiative defined membership and common planning and evaluation processes. Evaluations of community health coalitions have emphasized internal structures and processes, with a growing emphasis on intermediate, systems outcomes (i.e. changes in programs, practices and policies) [1] [2] [3] [4] [5] [6] [7] . Although the coalition literature recognizes context (e.g. culture, geography, demographics, politics and history) as a variable of interest, few have focused on context [8] [9] [10] . Thus, little is known about the relationship between context and coalition structures and processes in community health coalitions.
In this article we explore the relationship between structural characteristics (member type, age of council, length of membership, and region [geographic context]) and their association with functional characteristics in a statewide system of community health councils (coalitions). Although set in New Mexico, study findings could contribute to the understanding of the relationship between coalition structures and functions in centrally funded, multisite coalitions.
Background
New Mexico is a centralized public health system, organized into five regions. Since 1992, community health councils have been an integral part of the public health system through their roles in assessment, assurance and policy development [11] . NM health councils were created under similar health planning mandates as federal Health Systems Agencies [12] . They were funded by the NM Department of Health, Public Health Division (DOH/PHD) from 1992 to 2010 to conduct regular and systematic assessment of their counties' health and social environments and to develop comprehensive, multiyear plans. Their plans informed and guided community and PHD efforts across multiple health categories. The MCH Plan Act requires health council membership to include community members, front-line health and human service providers, local policy makers, community activists and concerned citizens and membership must be approved by each council's County Board of Commissioners [11, 13] . Each council is located in one of the five PHD regions (see Fig. 1 ).
Like other community health coalitions, health councils 'fulfill planning, coordinating and advocacy functions for their communities' [14] . However, unlike many other health coalitions NM's community health councils were created by legislative mandate. They were established as noncategorical coalitions (i.e. no specific health problem), thus enabling them to respond to emerging and multiple issues identified through their assessment and planning processes.
Health Council Evaluation
In 2002, the NM Public Health Division adapted the Institute of Medicine's Community Health Improvement Process (CHIP) [15] as the umbrella framework to guide councils' work. The CHIP helped the PHD define and describe councils' community health improvement processes and efforts and helped councils translate these into annual work plans. This change did not significantly alter council composition or their core mission as planning and coordinating bodies. The PHD's three-pronged framework included: (i) council development (organizational capacity, structures and processes); (ii) assessment and prioritization; and (iii) council action (including their contributions to community systems change). The organizational capacity of councils was seen as key to their success in all three cycles.
Despite receiving legislative funding since 1992, there had never been an evaluation of health councils across the state to determine whether they were effective and whether the state's investment in them was worthwhile. In June 2006, the PHD/DOH entered a multiyear partnership with UNM's Public Health Program faculty to answer the central question: What do health councils accomplish that can lead to effective social and health systems and improved health status outcomes? The question steered the focus from individual program outcomes to a focus on broader health council contributions to intermediate systems and capacity changes. For example, although individual health councils may have identified access to care as a community priority, their public health role was as a hub for community priority setting and action, rather than to provide direct services. Through a multiyear participatory process, the UNM team worked with PHD staff and health councils in a carefully constructed, iterative process to develop and refine a Health Council logic model (Fig. 2 ). The logic model was grounded in the statewide CHIP framework and informed by the coalition literature [13] . Through this process, we developed methods and tools to identify V. Sánchez et al.
overarching, common actions and systems outcomes that captured the work of the health councils as an organized body of partnerships, rather than based on their individual categorical achievements, e.g. in diabetes care, substance abuse prevention or immunizations [13] .
Analytic Framework
A central objective in our multiyear evaluation was to assess council development processes (organizational capacity): a key component in the CHIP model that linked councils' capacity to assess and Community health coalitions in context plan actions targeted at systems change that would lead to longer-term changes in health. To this end, we adapted the Coalition Self-Assessment Survey (CSAS) framework (Fig. 3) for coalition effectiveness given its fit with our focus on coalition 'development, functioning and effectiveness' [16] . The CSAS is based on coalition research that identified partnership attributes, e.g. group dynamics, that shape functions and processes and influence effectiveness [17, 18] . The CSAS has been used to assess strengths and challenges in coalition formation and development [19, 20] ; to analyze internal processes and functions [21] ; and to assess members' community involvement [22] . It has also been modified to assess coalition sustainability from various stakeholders' perspectives [23] and to evaluate community partnerships' effectiveness [24] . The framework highlights how structure and function potentially link to intermediate and long-term outcomes: key elements in coalition research.
The adapted CSAS framework [16] (Fig. 3 ) maps the relationship between: (i) environmental (geographic context) characteristics defined by health council assignment to a region within the PHD system (Fig. 1); (ii) internal development of the councils, including key components of their organizational structures and functions; (iii) their assessments and prioritization of health issues and (iv) actions taken by councils aimed at systems changes (i.e. changes in programs, services, practices or policies). The highlighted areas are the foci of this manuscript (i.e. context, structures and functions). In our adapted model, environment (geographic context) influences coalition structure (e.g. membership) and both internally (e.g. leadership) and externally directed (e.g. use of resources to act) coalition functions. Under the MCH Plan Act membership requirement, we posited that CSAS structural characteristics, age of council and length of membership would influence the internal operations of health councils. Since health councils were created by law in 1992, age of council and length of membership offered a unique opportunity to explore the association between these attributes and council functioning. In addition, DOH funding required councils to hire paid staff (i.e. council coordinators) to support the councils' work (e.g. assessment, planning, management, community outreach) and to serve as liaison to the DOH/PHD. Each council's coordinator assumed responsibility for council operations, with variable and intermittent technical assistance from other Public Health Division staff (e.g. contract monitors or regional health promotion staff). The MCH Plan Act and the DOH staff requirement allowed us to explore the association between member type (voting members and paid coalition staff) and coalition functional characteristics (e.g. decision making, levels of conflict and shared vision). Although the coalition literature notes staff as key members when assessing coalition functions [10, 25] , our study allowed us to explore the differences between members and staff and, specifically, the association between coalition staff and coalition functioning.
Methods

Sample and Study Procedures
We invited all health council coordinators, members and NM DOH/PHD staff who worked with the 32 state-funded, county-based health councils to voluntarily participate in an Internet-based survey (N ¼ 1032). We sent the survey link to health council coordinators who then forwarded the link to their members. We included only voting members given Community health coalitions in context their formal roles in their health councils' planning and implementation actions. We excluded self-identified, non-voting members because they neither have a formal, voting role in their councils nor the commitment to serve as defined in the MCH Plan Act. DOH staff was excluded because they were not directly involved in council decision-making processes (i.e. they did not vote on actions). The Human Review Research Committee of the University of New Mexico approved this study.
Measures
The majority of questions were from the CSAS, with word modifications to better fit the work of NM's health councils. We added questions about resources and council direction from the Community Organizational tool [26] and Evaluating Community Collaborations survey [27] . We conducted a factor analysis, resulting in modification to the CSAS indices. The index score is the average of the responses to the items that made up the index. Only participants who answered all items for a specific index were included for that index. Table I presents a summary of CSAS items used to create index scores for this analysis and their Cronbach's alphas.
Dependent Variables
We measured the following indices: decisionmaking leadership, shared vision, management, sources of conflict and resources included in Fig. 3 earlier. These items correspond to characteristics identified as necessary to effective coalitions in other studies [6, [28] [29] [30] [31] [32] [33] .
Independent Variables
We used the three structural variables from the CSAS framework: member type; length of membership and age of council. Participants selected their member type from the following survey options: coordinator, voting member, non-voting member or DOH staff. Participants also selected their length of membership from the following options: less than 1 year; 1-5 years; 6-10 years or 11 years and over. We calculated age of each council using the year first funded by the PHD as the birth date and assigned councils to one of three categories: 5-11 years; 12-16 years and 17 years and over. The fourth independent variable, geographic context, was defined as location of council within the NM DOH PHD (Regions 1 and 3, Region 2, Region 4, and Region 5) (see Fig. 1 , Regional Map). The geographic context variable allowed us to compare regions based on regional affiliation.
Univariate and Multivariate Procedures
Intraclass correlation coefficients were calculated for index scores using health council as group. Multilevel, univariate procedures were used for non-indexed variables and index scores as the dependent variable and type of member, age of council, length of membership and region as independent variables (data not shown). Variables with univariate P values less than 0.20 were tested in multilevel, multivariate analyses using maximum likelihood methods. Region was treated as a fixed effect, and only fixed effects are reported. All analyses used SAS 9.3 2 for Windows [34] .
Results
Participant characteristics
Participants completed the self-administered, internet survey over 1 month in fall 2008. The unit of analysis for this study was the individual survey respondent. Six hundred ninety-seven health council participants logged into the survey. We removed 54 who did not identify their health council affiliation. An additional 75 tribal health council members were removed to adhere to Institutional Review Board protocols, resulting in N ¼ 568. From this, 107 were removed because they did not respond to any of the questions included in the current analysis. Twenty-three DOH staff, 110 non-voting members, and 4 who did not identify member type were also removed leaving a sample of 324. We used these 324 self-identified health council coordinators and health council voting members for data analysis. Participant characteristics are summarized in Table  II . More than 75% of survey participants were V. Sánchez et al. Community health coalitions in context female, 65% were Caucasian (non-Hispanic) and 25% had been members of their councils for 5 years or longer. All councils and regions were represented.
Results of the 11 models used for analysis suggest three of the four independent variables are associated with at least one dependent variable, with region most often associated with the dependent variables. 
Member type
Results indicate that member type was associated with decision making (P ¼ 0.01); resources for the factors skills/members (P ¼ 0.03) and policy capacity (P ¼ 0.01). For decision making, coordinators reported higher levels of agreement than voting members that their Councils: followed clear, explicit and standard processes for decision making; that the process was fair and the decisions made by the Council were fair and good. For resources, coordinators again reported higher levels of agreement than voting members that the Council had enough members to achieve its mission and goals and sufficient skills to achieve its current work plan. Coordinators also expressed higher agreement than voting members that the council had access to key policy makers or influential leaders in the community.
Length of membership
Length of membership was associated with decision making, (P ¼ 0.03); positive leadership (P ¼ 0.02) and shared vision (P ¼ 0.01), with those serving 11 years or more reporting higher levels of agreement than those serving less time. The largest difference was between those serving 11 or more years and those serving 1 year or less. Generally, level of agreement increased with length of membership.
Age of council
Multilevel, multivariate analysis revealed no significant results for this variable.
Region
Results for region were significant for multiple items, indicating geographic context was associated with internal functional characteristics: sources of conflict for the factors person (P ¼ 0.05) and equity and fairness (P ¼ <0.001); positive leadership (P ¼ 0.01); shared vision (P ¼ <0.01); management for the factors works well (P ¼ <0.002) and members and staff (P ¼ <0.002) and resources for the factor skills and members (P ¼ 0.04). The largest differences were between Regions 1 and 3 and the other three regions.
Discussion
Our study explored the association between structural and functional variables in 32 long-standing, non-categorical coalitions. Using the CSAS framework, we observed several significant differences between structural and functional variables.
We found an association between length of membership and decision making, positive leadership and shared vision. These findings appear to be consistent with markers of coalition stages described by Kenney and Sofaer [16] as falling within Stages 3 and 4, characterized by having a membership in place (e.g. shared vision, decision making) that facilitates the work of the coalition. Results also indicated that long-term coalition members (11 years or more) were significantly more likely to report greater agreement with the quality and process of decision making than those with ten or fewer years. It may be that long-term member satisfaction points to member familiarity with, and perhaps, their role in the development of coalition decision-making processes. It may also be that satisfaction is related to the idea of mutual support and sense of belonging, observed when members gel in coalitions [6, 19, [35] [36] [37] . The relationship between length of membership and positive leadership may also indicate a relationship between length of membership and greater control over decision making. We found that long-term members were also significantly more likely to report characteristics of positive leadership, including getting things done, seeking other's views, consensus for decision making and working collaboratively with other members. Participants who reported the longest membership in their councils reported significantly stronger agreement with shared vision (mission, priorities and strategies). Such views of decision making, leadership and management may indicate the potential importance of membership stability and longevity on successful coalition development and functioning. These components may be especially important with non-categorical coalitions that engage in complex issues and multiple priorities that may shift over time. Community health coalitions in context 
Coordinators and voting members differed in their assessments of council decision-making processes and outcomes, resources and skills. Coordinators' responses may have been influenced by the fact that their jobs may be directly related to their familiarity with, and daily proximity to, decision making in their councils. This finding is consistent with the notion of the time that paid staff Response options ranged from 'no conflict' ¼ 1, to 'a lot of conflict' ¼ 3. One-way analysis of variance. All variables are listed in the tables, but means and standard errors are reported for only the variables that were used in the multilevel, multivariate model according to the methods above. *Significant at the <0.05 level.
Community health coalitions in context coordinators spend in their roles managing coalitions [6, 19, 38] . The coordinators also differed in their assessment in councils' access to policy makers and influential members in the community and ability to mobilize a community serving as formal or informal leaders. As part of their paid staff role, coordinators have the time to mobilize community support for council initiatives. In addition, as key staff, they are likely to have more opportunities than council members to represent their health councils with local leaders, which may in part explain the difference between staff and volunteer members who may not routinely meet with policymakers. These findings are similar to others' assessment of coalition staff [25, 38] .
The most unexpected finding was the significant association between regions and functional variables from the CSAS framework. Negative leadership and policy capacity were the only two variables not associated with region. We found that participants in Regions 1 and 3 reported less favorable responses (i.e. lower agreement and higher conflict) about internal functioning than other regions.
Health Council Coordinators
To understand these results, and because of our commitment to a participatory process, we convened a meeting with health council coordinators, where we presented survey results and listened to their perspectives and interpretations of the data.
When discussing leadership, using their own councils as examples, coordinators suggested that higher scores (i.e. strong agreement) were associated with democratic leadership, sharing power and listening to what members had to say. In addition, coordinators identified three of the nine characteristics as most important in positive leadership (Table I) : utilizes the skills and talents of many, not just a few; creates an appropriate balance of responsibility between officers and members and builds consensus on key decisions. These characteristics may suggest the importance of a group-focused or shared leadership style that may build trust and cohesion in partnerships such as these [39] . Shared vision, important to ensure that councils maintained a clear shared understanding about the problems they were trying to address, was another area where there were statistically significant differences by length of membership and among regions. Although coordinators did not directly address why regional or length of membership differences existed, they offered general observations. Some coordinators noted that a council's vision was not always shared by external organizations, leading to the challenge of how to maintain their organizational vision and the support of community organizations, especially those organizations necessary to achieve the councils' work. Coordinators suggested that external influence could represent a barrier to council functioning and be a source of internal council conflict. This finding supports previous research that identified gaining community support (e.g. acquiring and maintaining strong linkages, mobilization of resources), as key to implementation of coalition agendas, and lack of community support as a significant barrier to coalition success [32, 40] .
Coordinators discussed response differences between coordinators and voting members for the management factors, 'works well' and 'members and staff'. Coordinators suggested that the differences were related to the number of subcommittees, number of voting and non-voting council members and external organizations-or as one coordinator said, 'the level of council complexity'. For example, one coordinator said that her council was small and focused and had more positive responses for both concepts. Coordinators said that size and complexity of the council and size of population it represents; particularly in urban areas, may influence these variables. Further, one coordinator suggested that responses in more rural areas are affected by strong, personal relationships 'that carry the council forward through difficult times'. This idea may convey that social capital or strong interpersonal relationships, trust and shared norms may be of particular importance in rural coalitions and be related to 'staying power' for achieving proximal outcomes [41] .
Coordinators also noted that competition with external organizations for resources and the V. Sánchez et al.
dimensions of organizational size and complexity helped to explain the differences in survey responses to conflict among the regions. In addition, they noted that conflict related to task was not necessarily negative and might be an indication that the council was tackling complex issues or that the council was addressing conflict openly and adequately.
Health council coordinators did not use their regions' history to explain differences in Council function. Instead, they explained these differences in terms of organizational leadership style, resource availability and whether councils were located in urban or rural counties; factors that may indicate why the data showed no association between age of council and functional characteristics. Like Kegler et al., coordinators observed that leadership and staffing may be limited in small and/or rural areas [10, 42] , where there may be fewer people to assume key roles. Coalition research has found that size of city, county or region is negatively associated with coalition progress [43] . Findings from our study, where coalitions represent an entire county, suggest that size of region was less important than the differences between urban/rural councils.
Our findings expand the use of geography as a contextual variable and its association across functional characteristics. For coalitions that are part of larger systems, such as NM's health councils, geographic context may reflect external influence on the coalitions. In our study, for example, regional variation may reflect differential assistance and support from the DOH/PHD regions or the quality of relationship between the councils and the DOH/PHDhypotheses that remain untested. Alternatively, the coordinators suggested that the regional differences we observed may indicate urban/rural differences, citing that Regions 1 and 3 include the largest urban area in the state. Given the importance of environment in the CSAS framework and that few coalitions or partnerships have explicitly assessed geographic context [10, 44] , these findings contribute information on an important dimension of coalition function. We plan to test the urban/rural difference using our CSAS data as the next step in understanding the influence of geographic context on coalition function.
The study had several limitations. Although all funded health councils were represented in the CSAS findings, because of the cross-sectional design of the study, we do not know whether it portrays a stable and representative picture of council development. Given response rate variation among councils and exclusion of 'other council members' (i.e. DOH staff and non-voting members), CSAS findings do not represent all experiences and perspectives of health councils. In addition, voting members who are less engaged and perhaps less satisfied with their council may have not participated in the CSAS. Our analysis followed the path shown in the CSAS model-where structure led to function-thus we did not test any bidirectional relationship between the two components. However, during our discussion with coordinators, there was no indication that functions drove structure.
Implications for Practice
This study suggests an association between geographic context and coalition structures and functions. Understanding how geographic context influences coalition planning and actions may help explain differences among coalitions that on the surface share common organizational characteristics and external goals. Elucidating these differences can provide public health practitioners and coalition researchers with new information that can be used to identify and target technical support and organizing strategies to strengthen coalition building for community health. Future research could examine the association of length of membership with geographic context. Such studies could assess regional support for coalitions and whether this is associated with greater satisfaction and longer membership.
Postscript
As part of our multiyear evaluation, we constructed an online reporting system through which we tracked health council intermediate outcomes, anticipating that we would follow council development and products over time. However, the DOH suspended health council funding in 2010, due to the Community health coalitions in context economic downturn and changes to the state contracting processes. The UNM team continued work to track intermediate outcome data for a year, but was not able to maintain the evaluation system after 2012.
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